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MILITARY TREATMENT FACILITY REFERRAL FORM TO VA LIAISON
MTF Case Manager / Social Worker: Please complete this form in its entirety, as all information is needed to register a patient with the Veterans Health Administration. Once complete, please return it to the VA Liaison for Healthcare at your MTF. If there is not a VA Liaison assigned to your facility, please forward this form directly to the Transition and Care Management Program Manager at the requested VA Health Care Facility.
PATIENT PERSONAL INFORMATION
EMERGENCY CONTACT / NEXT OF KIN / FAMILY / DURABLE POWER OF ATTORNEY FOR HEALTH CARE
PATIENT MILITARY INFORMATION
Branch of Military
Component
Service Status
Race/Ethnicity 
Gender
%
%
Character of Separation:
MTF HEALTH CARE TREATMENT AND PLAN
Ill or injured designation:
(Please explain reason for HIGH RISK designation) Note: Limited to 207 characters.
Designated as HIGH RISK:
days of medication available or refills entered.
Medication Plan for transition period:
If yes, when was the order entered? Note: Limited to 103 characters.
Has a TRICARE / MMSO authorization been requested?
SOURCE OF MEDICAL INFORMATION:
OUTPATIENT VA HEALTH CARE REQUESTED
Is patient a VA Employee
REQUESTED HEALTH CARE (please check all that apply, provide corresponding medical records, indicate specialties as needed, and explain duration / timeline as appropriate):
Has patient been registered at VA previously?
OUTPATIENT CARE
INPATIENT VA HEALTH CARE REQUESTED
Is patient a VA Employee
REQUESTED HEALTH CARE (please check all that apply, provide corresponding medical records, indicate specialties as needed, and explain duration / timeline as appropriate):
Has patient been registered at VA previously?
INPATIENT CARE
FOR USE BY LIAISON
Ill or injured designation:
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